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 This visit was for the post certification revisit 

(PCR) to the full recertification and state licensure 

survey and to the investigations of complaint 

#IN00158839 and complaint #IN00159008 

completed on November 24, 2014. 

Complaint #IN00158839:  Corrected.

Complaint #IN00159008:  Corrected.

 

Dates of Survey:  January 5, 6 and 7, 2015.  

Facility number:    000929

Provider number:  15G415

AIM number:        100244520

Surveyor: Kathy J. Wanner, QIDP.

Easter Seals Arc of Northeast Indiana was found 

to be in compliance with 42 CFR, part 483, 

subpart I and 460 IAC 9 in regard to the PCR to 

the full recertification and state licensure survey 

and to the investigations of complaint 

#IN00158839 and complaint #IN00159008. 

Quality Review completed 1/12/15 by Ruth 

Shackelford, QIDP.
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